Introduction
Chlamydia trachomatis is now generally recognised as a pathogen in the male genital tract and as the primary cause of non-specific urethritis (NSU) in up to 68% of such patients (Dunlop et al, 1965; Dunlop et al, 1972; Oriel et al, 1972; Richmond et al, 1972; Alani et al, 1977) .
In the female genital tract C. trachomatis was first isolated from the cervix of the mother of a baby suffering from TRIC-agent ophthalmia neonatorum (Jones et al, 1959) . Since that time more sensitive cell-culture isolation techniques have become available, and the C. trachomatis isolation rate from the cervix of unselected women presenting at clinics for sexually transmitted diseases (STD) has been reported as varying between 12% and 31 % (Hilton et al, 1974; Oriel et al, 1974; Burns et al, 1975; Nayyar et al, 1976) .
Recent studies have shown that the modified micro-immunofluorescence (micro-IF) test for the detection of different immunoglobulin classes of type-specific antichlamydial antibody can provide information on the prevalence of these infections (Treharne et al, 1977a) . Studies on ocular chlamydial infections have shown that the detection of different immunoglobulin classes of type-specific chlamydial antibody in eye secretions (tear fluids) as well as in sera can be used successfully for diagnosis (Treharne et al, 1977b; Darougar et al, 1978 ).
The present study was carried out to assess the sensitivity of the modified micro-IF test for the detection of antichlamydial antibody in both serum and local cervical secretions for the diagnosis of chlamydial cervical infections and to compare these with the results of cultural tests for the isolation of Chlamydia. (Burns et al, 1975) .
Swabs for herpesvirus were collected from the cervical os and inoculated on to human embryonic lung cells In all cases the finding of any immunoglobulin class of antibody in either serum or cervical secretions in those patients with positive C. trachoniatis isolation was highly significant (P>O 001 in all comparisons) when compared with the findings in those patients who were isolation-negative (Table 2) .
The relative sensitivity of chlamydial isolation compared with detection of antichlamydial antibody in sera or cervical secretions is shown in the Figure and (Table 3) . Furthermore, the frequency with which a diagnosis of NSGI occurred was greater in patients with higher levels of antichlamydial antibody. Conversely, the greatest proportion of patients with low antichlamydial antibody levels were in the group with diagnoses other than NSGI.
Finally Table 4 shows a close relationship between cervical secretion titres and serum geometric mean titres (GMT). Clearly those patients with the highest titres of CS antibody (1/128) are those from whom C. trachomatis is most likely to be isolated (83 %). Furthermore, 83 % of patients with this level of antichlamydial antibody in the cervical secretions were diagnosed as belonging to the group with NSGI.
Discussion
In the present study the overall isolation rate of C. trachomatis was 13 %, which compares well with the 12 % rate in a previous study based on women from the same hospital (Burns et al, 1975 and paratrachoma infection . In 26 (74%) out of 35 isolation-positive patients antichlamydial IgG antibody was detected at a titre of 1/8 or more. A strong correlation between the presence of C. trachomatis and the titre of CS IgG antibody was demonstrated, which is consistent with the evidence from ocular infections with this agent, where it was shown that over 75 % of children with positive chlamydial isolation in a hyperendemic trachoma area in southern Tunisia had detectable type-specific antibody in their conjunctival secretions compared with only 20% in the isolationnegative group .
Of 112 (Hilton et al, 1974; Burns et al, 1975) we found a higher isolation rate of D C. trachomatis in women with concomitant gonococcal infections (48%) than in any other group. There were fewer women in this latter group, however, in whom we could detect antichlamydial antibody compared with those who had NSGI or were contacts of men with NSU. A possible explanation is that in women with acute gonorrhoea there is a relatively short incubation period and, although they may also harbour C. trachomatis, antichlamydial antibody has not yet been formed. This hypothesis was confirmed in this study by the fact that the women with a history of gonorrhoea for four weeks or longer more often had antichlamydial antibody than the women with gonorrhoea who presented at one to two weeks.
In agreement with most others we consider C. trachomatis to be a significant genital pathogen (Lancet, 1974) and that laboratory facilities should be available for the screening of such infections in women attending STD clinics. Until recently, the only available diagnostic test has been the isolation of C. trachomatis in susceptible tissue culture cells. This has not generally found favour with microbiologists as it is a time-consuming and extremely labour-intensive test. The collection of specimens for serodiagnosis on the other hand (particularly of cervical secretions or of venous blood with cellulose sponges) requires no great expertise and, provided specimens are posted directly to the laboratory, requires no special refrigerated transportation. Results can often be obtained within two or three hours, and when the specialised treatment needed in the various sexually transmitted diseases is considered such a test seems to have a valuable place in diagnosis.
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